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Medical Superintendents and 
Medical Staff Committees 

I. Introduction 

Appointment of the Sub-Committee. 

1 . We were appointed at the meeting of the Standing Advisory Committee held 
on 18tji May, 1955, and given the following remit: — ■ 

“ To consider how medical participation in the control and manage- 
ment of hospitals can best be secured in Scottish conditions with special 
reference to (a) the employment of medical superintendents, their 
functions, recruitment and training; and (b) medical staff committees, 
their constitution and functions; and to report.” 

2. We have considered that it might be useful to set out in Appendix A to this 
Report a note on the circumstances leading up to our appointment. 

Scope of the Report. 

3. Our remit refers to “ Medical Superintendents.” This expression is not 
normally used to cover Physician Superintendents of mental hospitals and 
sanatoria, and we have therefore excluded them from consideration. It seems 
clear moreover from the events leading up to our appointment that the Standing 
Advisory Committee, in deciding to ask us to consider the employment of 
Medical Superintendents, had in mind the employment of medical superintend- 
ents in general hospitals. In these hospitals, the medical superintendent is not in 
clinical charge as he is in mental hospitals and sanatoria. This makes all the 
difference to his functions, and therefore also to recruitment and training. 

4. Our discussions of medical staff committees, however, relate to hospitals of 
all kinds. While the general principles which we recommend may be more easily 
applied to hospitals containing large numbers of senior staff whose main pro- 
fessional interest lies in hospital work, there seems no reason why they should 
not be adapted to the particular circumstances of smaller hospitals and groups 
containing relatively few medical staff. 

Procedure followed by the Sub-Committee. 

5 . We met eleven times to hear oral evidence and to discuss the problems before 
us. The Standing Advisory Committee recommended that visits should be made 
for the purpose of inspection and discussion, and that these should not be con- 
fined to the hospital service in Scotland. We have therefore visited eight hospitals 
in Scotland and eleven in England — more English visits have been necessary, 
since we had, from our own experience, more direct knowledge of administrative 
arrangements in Scottish hospitals. 

6. We made some enquiries about the practice of other countries in hospital 
administration. From the information we received it was apparent that there was 
no single universal pattern. In the United States of America some hospitals have 
lay chief administrative officers, others have medical administrators. Some 
European countries rely on lay administrators while others — particularly in 
Scandinavia — have medical directors. Unless we were to make a detailed exam- 
ination of the various systems, it was quite apparent that we could not use the 
experience of other countries— except to note that Scotland is by no means the 
only country which employs medical superintendents. 
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7. It seemed necessary to devote a good deal of attention to English practice, 
partly because it provides examples of methods completely different from those 
traditionally followed in Scotland, and partly because Scotland and England 
together form a single National Health Service within the United Kingdom. 

Plan of the Report. 

S. We describe first the results of our visits to English hospitals. We then deal 
in some detail with the views of the Scottish Boards of Management, and give a 
summary of the views put to us by various professional associations. Thereafter 
all the arguments for and against the employment of medical superintendents 
are set out and considered ; and we state our general view on the future of 
medical superintendent posts in Scotland. We then comment on the functions, 
recruitment and training of medical superintendents. Lastly we consider the 
place of medical staff committees in Scottish hospitals at present, and make a 
number of suggestions for the future. 

II. Evidence from English Hospitals 

9. We visited a number of general hospitals of various types in England, (e.g., 
teaching and non-teaching, London and provincial) in order to see examples of 
different methods of medical administration. These visits enabled us to examine 
these various methods at first hand and to discuss their working with medical 
and lay members of Boards of Governors and Hospital Management Com- 
mittees, lay administrators and members of the medical staff. In no sense, 
however, are we in a position — even less is it our function — to give a compre- 
hensive picture of English practice. 

10. Very broadly speaking, there were before the inception of the National 
Health Service two separate traditions of medical administration in England. 
In the voluntary hospitals there was no medical superintendent; a lay secretary/ 
house governor was chief administrator of the governing body. Advice to the 
governing body or to the house governor on medical questions came from a 
medical staff committee or its Chairman. In local authority hospitals, the general 
practice was to employ a medical superintendent who, in addition to having 
administrative control of the whole hospital, was also usually considered to be 
in charge of all the beds — even although other consultants had clinical responsi- 
bility in the hospital. There was thus in England no medical superintendent 
tradition of the type common in Scotland, where the superintendent had 
administrative but no clinical duties. A full description of pre-1948 arrangements 
in English hospitals is set out in paragraphs 32 to 37 of the Central Health 
Services Council’s Report on “ The internal administration of hospitals.” 

11. The second element in this pattern has been changed by the National 
Health Service. Again there are, broadly speaking, two types of arrangements in 
general hospitals in England and Wales. They might be described as follows : — 

(a) Hospitals in which there is no senior medical officer formally responsible 
to the Board for any of the duties undertaken by a Scottish medical superin- 
tendent. 

(b) Hospitals at which there is one senior medical officer who during part of 
his time carries out some of the executive duties undertaken by the Scottish 
medical superintendent. 

The first group is by far the larger; it contains almost all the ex-voluntary 
hospitals and many ex-Local Authority hospitals. Almost all the hospitals in the 
second group were formerly run by Local Authorities. 
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12. In the first group, the secretary is the chief officer of the Board; he co- 
ordinates all hospital activities (apart of course from strictly clinical activities) 
and supervises the smooth running of all departments including for example the 
out-patient department. He requires medical advice on a number of day-to-day 
questions, and this he usually obtains from the chairman of the medical staff 
committee. All medical advice on questions of policy, however, comes from the 
medical staff committee — though, the chairman of that committee by virtue of 
his office may have some considerable influence in determining its content. The 
medical staff committee is, therefore, in a very strong position in the hospital 
administrative structure. There is generally also a comparatively junior medical 
officer, often called Resident Medical Officer, of about registrar grading, who in 
addition to his clinical work undertakes a number of day-to-day administrative 
responsibilities which in Scotland would fall to the medical superintendent, e.g., 
supervision of junior medical staff; the casualty department; and nurses’ health . 

13. The senior medical officers mentioned in the second group are given a 
variety of titles. The greater part of their time is spent on clinical work, and they 
are paid entirely on the appropriate clinical rates. In addition to their clinical 
work, they carry out some of the executive duties of Scottish medical superin- 
tendents, e.g., supervision of the casualty and out-patient departments; general 
supervision of ancillary departments. Perhaps more important is the vague but 
real sense in which they have to deal with a variety of day-to-day questions 
involving the medical staff of the hospital and their relation to the administra- 
tion. These senior officers are in a position to give the Board advice on many 
questions; but it seems generally understood that for advice on major policy 
questions the Board or Committee should rely not only on this one officer but 
should have available to them the views of the medical staff committee. 

Comments on English visits. 

14. It would obviously be quite improper for us to attempt to make an assess- 
ment of the success of these English arrangements, even if we were in a position 
to do so. The following aspects of English arrangements impressed themselves 
upon us, however, and it seems important to note them carefully. 

(a) Although one or two individuals seemed to consider that the traditional 
Scottish pattern of medical administration might have some advantages, the 
great weight of opinion both medical and lay in England was not in favour of 
it. One obvious reason for this is that people were generally satisfied with their 
own system, and saw no reason for favouring another of which they had no 
experience. Among medical men there seemed to be a strong suspicion that a 
medical superintendent would, in some degree, interfere with their clinical 
work. This suspicion no doubt derived from experience of the system which 
had operated in local authority hospitals. They generally found it difficult to 
see any place for an administrative medical superintendent who had no clinical 
responsibilities. 

(b) Normally no single medical officer was responsible for advising the 
Board on policy questions; it is considered wrong for one man’s views to have 
special weight when large questions concerning the functions and develop- 
ment of the hospital are under discussion. The chairman of the medical staff 
committee carried a good deal of weight; .but he retained his office and his 
influence only so long as he was, in fact, representative of the staff and put 
their views to the Board. 

(c) The medical staff are given a real sense of participation in the manage- 
ment of the hospital. English arrangements force the staff to sort out among 
themselves their disagreements and divergent interests' — on, for example, 
questions of priorities of development within the hospital— and present a 
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considered view to the Board. They also tend to create a sense of responsi- 
bility among the staff. 

(d) When there is no medical officer employed even part-time on adminis- 
trative work there are varying arrangements by which continuity can be 
achieved, e.g., a five-year or some lesser period of tenure for the chairman of 
the medical staff committee, or an arrangement for deputies to become 
chairman. 

(e) A great deal depends on the calibre of the secretary. It seems inevitable, 
whatever arrangements there may be for consultation with the Chairman of 
the Medical Staff Committee, that the Secretary of a hospital or group without 
a medical superintendent should assume greater day-to-day responsibilities on 
matters touching medical interests than the secretary of a group with a medical 
superintendent. 

(f) While in Scotland we have in the large general hospital groups two 
officers of (in theory at least) equal status, there is in England one chief 
administrative officer of the Board — the Secretary. Although English hospital 
groups are organised on the tripartite conception of hospital administration — 
medical, nursing and lay, each operating within its own sphere — the Secretary 
has a general co-ordinating function over the whole range of the group’s 
activities. 



III. Evidence from Scottish Hospitals 

15. We understand that there are in Scotland at present 27 posts of full-time 
administrative medical superintendents in general hospitals (details are set out in 
Appendix B). Of these 22 are group medical superintendent posts. There is a 
considerable number of other groups — particularly small groups — in which one 
of the senior clinicians acts formally or informally as superintendent of a hospital 
or of the group. There are other arrangements still by which in the remoter areas 
the post of medical superintendent is combined with that of Medical Officer of 
Health. Since there are 84 hospital groups in Scotland, it can be seen that at 
present only a minority are directly concerned with the appointment of adminis- 
trative medical superintendents. 

1 6. We invited Boards of Management and Regional Boards to submi t memor- 
anda to the Committee. We received memoranda from 27 Boards of Manage- 
ment out of the 84; and from 4 Regional Boards out of the 5. Of the 27 Boards 
of Management which submitted memoranda, 18 at present employ adminis- 
trative medical superintendents. (This means that 9 other Boards which employ 
medical superintendents did not submit memoranda.) 

1 7. All these Boards except two Boards of Management supported the employ- 
ment of medical superintendents. The reasons most frequently quoted were : — ■ 

(a) He is a useful liaison officer between lay administrative staff and the 
medical staff; his decisions are accepted more readily by the medical staff than 
would be the decisions of a lay administrator. 

(b) He is in a better position than a lay administrator to consider and 
evaluate competing requests for medical equipment and facilities made by the 
medical staff; and he can act as arbiter in disagreements on these matters. 

(c) His medical knowledge enables him to make “ on the spot ” decisions 
in urgent questions of day-to-day management which a lay administrator 
could not possibly make without reference to medical advice from some 
quarter. 

7 
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(d) He is able to take a wide view of hospital requirements and is not 
biased in favour of one particular speciality or group of specialities. A 
clinician doing administrative duties part-time might be biased in this way. 

(e) The permanency of his position enables him to take the long view about 
the work of the hospital and advise the Board from this standpoint. 

18. Only two Boards, neither of which contains a teaching hospital, dissented 
from this general view. One employs a medical superintendent at present. Both 
considered that medical superintendents were not necessary. Medical advice to 
the Board on policy questions should come from the senior clinicians in the 
group; and it was quite possible to deal with day-to-day questions of adminis- 
tration satisfactorily without employing a medical superintendent. 

19. There was a great divergence of view on medical staff committees. Wc deal 
with these later in full detail in paragraphs 54 to 62. 

20. In addition to studying memoranda submitted by Scottish Hospital Boards, 
we decided it was desirable to visit a limited number of hospitals to see these 
arrangements in operation. As in England, we met Board members, both 
medical and lay, members of the medical staffs and lay administrators. We also 
had discussions with representatives of two Regional Hospital Boards. During 
these visits the points of view set out in the memoranda were elaborated ; and it 
was clear that generally speaking Scottish hospital authorities were satisfied that 
the arrangements operating in their own hospitals were those best suited to their 
circumstances. Sometimes it must be admitted we felt that this was due to lack of 
experience of methods used elsewhere. 



IV. Evidence from Professional Associations 

21. We received four memoranda from professional associations, and subse- 
quently interviewed their representatives. At the risk of so compressing their 
views as to give an unfair or inadequate picture, we have set out below, very 
briefly indeed, a summary of their position. This Report would, it seems to us, be 
incomplete without any indication of their attitude; but it is not practicable to 
set out at length the views we received. These have been most useful, and we have 
weighed them carefully in reaching our conclusions. 

The Scottish Committee of the British Medical Association and the Joint Con- 
sultants’ Committee (Scotland). 

22. The two bodies strongly supported the Scottish tradition of appointing 
medical superintendents. It was the system in general use at present in large 
hospitals; people were used to it; and it worked satisfactorily. Change should 
therefore be contemplated only if it were clearly demonstrated that some other 
system would be significantly better. This had not been demonstrated. 

This was not to say that all medical superintendents were better hospital 
administrators than all laymen. Much depended on the personality and ability 
of the administrator. It was important to ensure a supply of suitable medical 
superintendents by paying salaries which compared reasonably with those in 
other medical careers open to them. 

Both bodies advocated more consultation between Boards and Medical Staff 
Committees, and a readiness to give greater weight to the views of the staff. 
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The Scottish Association of Medical Administrators. 

23. The Association strongly supported the employment of medical superin- 
tendents, and put forward a number of arguments which are included in those 
we examine in paragraph 26 below. Medical staff committees should be encour- 
aged and their views acknowledged; but access to the Board of Management 
should normally be through the medical superintendent. 

The Association of Scottish Hospital Matrons. 

24. In any large hospital a full-time medical superintendent was essential. But 
the administration should be tripartite, so that the matron should be directly 
responsible for all nursing questions to the Board of Management, and not 
indirectly through the medical superintendent. 

The Institute of Hospital Administrators. 

25. It was desirable that the “ administrative duties of medical staff should be 
restricted to matters directly relating to clinical organisation and co-ordination 
and that this could best be done through a medical staff committee fully repre- 
sentative of the senior consultant staff”. The “ business management ” side of 
hospital administration should be undertaken by a lay secretary. Questions with 
a medical aspect which did not require the attention of the Board or one of its 
Committees should be handled by the lay secretary acting in consultation with 
the medical staff committee or its chairman. Medical advice to the Board should 
come from the Medical Staff Committee. On this basis there was no case for the 
traditional type of Scottish medical superintendent post. 

An immediate break with Scottish tradition was unjustifiable. As medical 
superintendent posts became vacant, they should be filled either by a senior 
clinician acting as part-time superintendent and working with a lay secretary, or 
by a lay secretary alone. The ultimate aim should be to have a lay administration 
relying on medical advice. 

V. Consideration of arguments for and against the 
employment of Medical Superintendents 

26. In this section we set out and consider the various arguments which we have 
received for and against the employment of medical superintendents in general 
hospitals. Some of the arguments have been quoted more frequently than others ; 
and the emphasis has varied. We have sought to state as briefly and fairly as 
possible the argument in its most common form. 

Arguments in favour. 

(a) The appointment of medical superintendents provides more effective 
liaison between the hospital and representatives of other parts of the 
Health Services — general practitioners , Medical Officers of Health and 
Regional Hospital Boards — thus promoting the well-being of the patient 
who has to pass from one to the other. 

We are impressed by the force of this argument although the effectiveness of a 
good medical superintendent’s contribution in this field cannot be easily 
measured. The hospital service is one of a number of services designed to pro- 
mote the health and to cure illness in the community. The activities of these 
various services have to be co-ordinated effectively in the interests of the people 
for whom they provide. It seems to us that if in a large general hospital there is 
one medically qualified officer who sees clearly the hospital’s place in the com- 
munity and its relation to other health services, it will be easier to overcome the 
rather artificial divisions which too often exist between different branches of the 
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National Health Service. Although he does not deal with individual patients, he 
should be able to ensure that the arrangements for dealing with the patient’s 
needs, medical and social, at the points of transfer from one authority’s responsi- 
bility to another are functioning as smoothly as possible. 

We recognise, of course, that this argument relates more to the hospital’s place 
in the community than to the internal management of the hospital itself. 

(b) The medical training of a medical superintendent enables him ulti- 
mately to relate all questions arising in the management of the hospital to 
the welfare of the patient. 

Again, this seems an important if imponderable argument. Although hospitals 
should be administered efficiently and their various “ hotel ” services provided 
cheaply and economically, it is necessary to keep constantly in mind the purpose 
for which all these complicated provisions exist. A hospital is essentially a place 
for treating sick people, and a good hospital administrator must always relate all 
his activities to this end. The possession of a medical qualification although not 
essential to this kind of understanding, might be expected to foster it. 

(c) In teaching hospitals it is of considerable assistance to the Dean of 
the Faculty of Medicine if there is a medical superintendent with whom he 
can deal. 

There are many questions relating to the teaching of students which can be 
more effectively handled by a medical than a lay person. In England, the Dean 
of the Medical School is often a member of the hospital staff and has his office in 
the hospital ; he can therefore deal with these questions himself in association 
with his clinical colleagues. In Scotland, the Dean — in his capacity as Dean — has 
no place in the hospital, and indeed may not be a member of the staff. It is 
therefore important to him to have one medical person on the hospital staff with 
whom he can deal directly so far as arrangements for clinical teaching are con- 
cerned. 

(d) Greater flexibility in the use of hospital resources is possible where 
there is a medical superintendent. This makes it easier to deal with emer- 
gencies. 

This seems to us to be a strong argument. There is no doubt, that even where 
there are no medical superintendents, beds may be increased in one ward and 
reduced in another, and staff re-allocated in accordance with the pressure of 
work. Where a superintendent is employed, it is likely that these changes, which 
may require a number of consultations, can be made more quickly and smoothly. 
The chairman of a medical staff committee may not be readily accessible for 
consultation. 

(e) A medical superintendent can co-ordinate the activities of all hospital 
departments especially the ancillary departments. 

There is always a danger that the various departments within a hospital will 
tend to work in separate compartments. Each may be efficient on its own, but 
the needs of patients who require the attention of several departments may not 
be satisfactorily met unless there is smooth co-operation between them. Since 
this is very closely related to the treatment of the patients, we consider that a 
medical man is more fitted for the task. 

(f) A medical superintendent is more likely than the chairman of a 
medical staff committee to be free from bias in favour of one aspect of a 
hospital’s work. 

The existence of a medical superintendent post makes it possible in theory at 
least for a Board to have the advice of a medical man who can look at the work 
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of the whole hospital from a relatively detached viewpoint not related to the 
interests of a particular department. There is some force in this argument but it 
cannot be pressed too far. Much depends on the personality of the particular 
medical superintendent or chairman of the medical staff committee. 

(g) It is desirable to have one medical man to advise the Board of 
Management on medical aspects of policy and competing demands for 
medical equipment and facilities. 

This may at present be a strong argument in some Scottish hospitals, where, in 
the absence of such a man, and granted there is no reshaping of the general 
administrative arrangements, the Board would find difficulty in obtaining inde- 
pendent balanced advice. 

In dealing with competing demands for limited finance, however, a medical 
staff committee, given a total sum available, is at least as likely as a medical 
superintendent to ensure that the urgent priorities are dealt with fairly. The 
natural enthusiasm of one consultant for the needs of his own department is 
countered and balanced by similar demands from his colleagues. 

In general, while on major matters of policy it is preferable that the Board 
should look to a Committee for advice there may be occasions when it is particu- 
larly valuable to have the advice of one man who by virtue of his permanent 
position as an officer of the Board can take a long-term view of hospital needs. 

(h) It is very desirable to have one medical man always available in a 
hospital or group of hospitals for decisions on day-to-day questions of 
administration which do not require consideration by the Board or one of 
its committees. 

We fully recognise that in most large hospitals in Scotland which have long 
been accustomed to employ a medical superintendent and have designed their 
administration accordingly, the absence of a medical superintendent would 
create real difficulties. But we also recognise that within the administrative 
arrangements generally found in English hospitals, day-to-day questions are 
being dealt with satisfactorily without the employment of an administrative 
medical superintendent. These English alternatives, moreover, seem satisfactory 
to all concerned — Board members, medical staff and lay administrators. 

(i) The employment of medical superintendents tends , other things being 
equal, to reduce hospital costs. 

Statements of this kind have been made to us frequently, but no evidence has 
been produced which will withstand serious examination. The lower costs of 
Scottish teaching hospitals as compared with those in England, particularly in 
London, have sometimes been attributed to the restraining influence of medical 
superintendents. A great variety of other factors have, however, to be analysed 
in comparing running costs at different hospitals— the type and age of the build- 
ings, the work done in the hospital, the financial position of the hospital and 
therefore standard of facilities provided in 1948, and many others. It seems to us 
very difficult if not impossible to isolate the contribution made by a medical 
superintendent among all these variable factors. 

We have no doubt that some medical superintendents achieve reductions in 
running costs of various hospital departments. The real point is not whether 
medical superintendents can reduce running costs, but whether the employment 
of medical superintendents tends to promote lower running costs than other 
types of hospital organisation which may also provide various means of con- 
trolling costs. Since it is impossible to have two systems at one and the same time 
in a hospital, the fact that costs are reduced under one system is not a conclusive 
argument in its favour; another system, if tried, might produce even greater 
reductions without any loss in efficiency and well-being of the patient. 
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(j) A medical superintendent is more acceptable to the medical staff of a 
hospital than a lay administrative officer, and is a useful liaison between 
the lay and medical staffs. 

The first part of this statement is probably true of many hospitals in Scotland, 
but perhaps it is only true because of the strong tradition of medical adminis- 
tration in these hospitals and the relatively inferior position of the lay staff in the 
past. It is not universally true that medical staff everywhere always prefer 
medical superintendents — in fact exactly the reverse is true in most hospitals in 
England and Wales. 

Much, of course, depends on personalities, and there seems no reason, 
tradition — and perhaps even prejudice — apart, why lay administrators of suit- 
able calibre should not be acceptable to medical staffs in Scotland. 

(k) A medical superintendent is better able than a lay officer to ensure 
discipline among the junior medical staff. He is moreover able to guide 
them on a number of professional questions not immediately related to 
their clinical work. 

What is needed to maintain discipline is perhaps the supervision of a senior 
representative of the employing authority whether or not he is a doctor. But a 
senior doctor below specialist status could, as often happens in England, have a 
responsibility for both the discipline and guidance of his less experienced 
colleagues. 

The effect of the above comments is that there is a large group of arguments 
which we agree are strongly in favour of the employment of medical superin- 
tendents. There is a smaller group (from (h) onwards) which although they are 
advanced in favour of employing medical superintendents are not in our view 
arguments which can be supported. This does not mean that they are arguments 
against the medical superintendents — -it merely means that they can be dis- 
counted. 

Arguments against. 

27. The following are the arguments which have been put to us and our views 
upon them:' — ■ 

(a) If there is a medical superintendent, the medical staff’s views on 
policy questions are unlikely to have the same opportunity for finding 
expression. If the Medical Staff Committee do not have direct access to 
the Board, the medical superintendent may not represent their views 
fairly. He may moreover take responsibility for questions which might 
more properly be considered by the staff as a whole. 

It is undeniable so far as past practice in most general hospitals in Scotland is 
concerned that the medical staff as a whole have not taken a very-active interest 
in the policy of the hospital. The Medical Superintendent has been regarded 
both by the Board and by the staff either as the principal source of medical 
advice on policy, or the channel through which advice on medical questions 
coming from various quarters has been presented to the Board or its Medical 
Committee. 

We consider the question of the place of the Medical Staff Committee in 
hospital administration more fully in a later part of this Report; but we con- 
sider that both a medical superintendent and a medical staff committee have a 
part to play in advising the Board, and we do not see why a Board should not 
adopt a working arrangement which allows both the superintendent and the 
Committee to state their views. 
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(b) Too much influence may be concentrated in the hands of a medical 
superintendent. 

It has been suggested that in some hospital groups the medical superintendent’s 
special position as medical adviser to the Board may encourage some lay 
members to accept his views too readily; and that he may thus be in a position 
either to stultify desirable developments in the hospital’s work for a long period 
of years or to promote schemes of lesser value which might not otherwise have 
been accepted. 

We consider this danger more apparent than real. There are medical as well as 
lay members on every Board, and the medical superintendent must persuade 
them as well. It seems to us right, moreover, that the medical superintendent 
should have a good deal of influence in the sense that his views should carry 
weight with the Board. There can be few cases where this influence has been 
directed to the disadvantage and not to the benefit of the hospital. 

(c) It is unlikely that the best doctors will be attracted to medical admin- 
istration whatever the salaries. 

Everything depends on what is meant by “ the best doctors ”, It is not 
perhaps desirable that medical graduates who have clearly shown a specially 
marked aptitude for clinical work should be attracted to full-time medical 
administration. If administration is conceived to be an imaginative and con- 
structive activity concerned with shaping the framework within which clinical 
work can best be carried out, it must be recognised that administration provides 
a very worth while job for able men. We do not think, therefore, provided 
salaries are reasonably attractive, and that reasonable scope is given to medical 
superintendents, that there is any reason why able medical graduates should not 
find in medical administration an attractive and satisfying career. 

(d) The employment of a medical superintendent may sometimes lead to 
doubt and confusion about the division of responsibility between him and 
the secretary in the individual hospitals of the group. 

We understand that this has been a difficulty in a few places in Scotland. This 
may be due more to a clash of personalities than to any inherent defect in admin- 
istrative arrangements of this kind. Generally speaking the evidence is that 
medical superintendents and secretaries have good working arrangements for 
sharing the administrative work of their groups. 

(e) Will the best laymen be attracted to hospital administration in 
Scotland if they have to work with medical superintendents? 

This seems to us a very important point. Our visits to hospitals in England 
showed that laymen are often given very wide responsibilities, and, because the 
responsibilities are wide, some of the larger hospital authorities are able to 
attract men of considerable standing and ability. It was suggested to us that if the 
scope of their work were reduced to that of a teaching group in Scotland (with 
its medical superintendent) then the same class of individual would not be 
attracted. 

Thus it would be unfortunate if such reliance were placed on medical super- 
intendents in Scotland, and the responsibilities of the secretaries so reduced, that 
the most able laymen were not attracted to senior posts in Scotland. Provided 
that medical superintendents are not given responsibility for those parts of the 
administration of the hospital which can be done equally if not more effectively 
by trained laymen (see paragraph 34) we do not think the Secretary’s functions 
in Scotland will be seriously restricted as compared with England — especially 
when it is remembered that the Scottish Secretary has important financial 
responsibilities which in English groups are borne by an independent Finance 
Officer. 
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VI. Conclusions on the employment of 
medical superintendents 

28. We have considered carefully how far problems of recruitment are factors 
to be considered in deciding whether medical superintendents ought to continue 
to be employed in Scottish hospitals. If it could be established that in present 
conditions in the field of medical employment suitable candidates are unlikely to 
come forward in sufficient numbers, and that nothing could significantly alter 
the position, this might well be a reason for abandoning the employment of 
medical superintendents. We do not consider that this can in fact be established, 
or that the difficulties of recruitment are of this order. We therefore take the 
view that it is proper to decide on the desirability of employing medical super- 
intendents; and then if the decision is generally in favour, so to arrange salaries 
and conditions of service that sufficient men of the right type will present them- 
selves. In this Report, therefore, recruitment is not considered as a factor bearing 
upon the desirability of continuing to employ superintendents. 

29. Although we are unable to say that it is essential to employ administrative 
medical superintendents even in the largest hospitals — such a proposition would 
be clearly indefensible in the light of experience in England and elsewhere— we 
consider it desirable for a combination of the following two reasons that the 
traditional Scottish practice be maintained 

(a) Our own consideration of the arguments for and against the partici- 
pation of medical superintendents in the administration and management of 
hospitals; the knowledge that the Scottish system has worked well in the past 
and seems to us in its character well equipped to deal with the future; the 
clear indication from the majority of hospital authorities in Scotland that they 
would prefer it to continue; lead us to the view that any departure from 
traditional practice would be to the disadvantage of the Scottish hospital 
service. 

(b) Those arguments for the employment of medical superintendents 
which are based on the part they can play in fostering the integration of the 
individual hospital in the regional hospital service and in co-operating with 
the other branches of the health services in the district seem particularly 
strong. 

30. It is clearly beyond our remit to consider the latter question at any length, 
but it is admitted on all sides that greater co-operation between the 
various branches of the Health Service is necessary if the patients are to 
obtain the full benefit of the services available and it is to be run economically. 
Sometimes when patients are the concern of two authorities their needs 
may be less satisfactorily met than if they were clearly the responsibility of one 
or the other. With an ageing population it is clear that this problem of co- 
ordination will become more acute as an increasing number of patients will 
require the help and assistance of several parts of the Service simultaneously In 
addition, any developments of the Service which result in an increase in the 
domiciliary care of patients now generally regarded as a hospital responsibility— 
or lessening the period which they have to spend in hospital— will have a similar 
effect. 

31. Even with the employment of medical superintendents as at present, inte- 
gration may not be effective; but to a large extent medical superintendents are 
still regarded as managers of a particular kind of institution. There is in our view 
need for more of the management of the hospitals to be turned over to lay staff- 
medical superintendents could then devote themselves more to the hospitals* 
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part in the organisation of medical services generally. The appointment of a 
medical superintendent may not be the only way of fostering this integration and 
will not in itself ensure that it is achieved. But it seems to us that the most likely 
means of encouraging this kind of development is the appointment of a medical 
man of the right type, who considers it his function not only to deal with 
day-to-day managerial questions as they arise within the hospital but also to 
take an active interest in the shaping and control of hospital services to the 
changing needs of the community. 

32. The foregoing recommendations do not mean that every hospital group 
should have a medical superintendent. While there is no doubt in our view that 
the balance of advantage is clearly in favour of employing medical superintend- 
ents in groups containing the large teaching hospitals, the general arguments set 
out above must as far as other groups are concerned be considered in the light of 
local circumstances. These include the size of the group and the hospitals in the 
group; their tradition ; the personalities of the senior officers ; and the efficiency 
of existing arrangements (both the internal management of the hospitals and 
their relation to other health services in the area). If any Board of Management 
decide that the circumstances of their group do not warrant the employment of a 
full-time administrative medical superintendent they might consider a part-time 
appointment of one of the following kinds : — 

1. The formal appointment of a senior clinician as part-time superintendent. 

Although this arrangement already exists in some smaller hospital groups it 

is by no means out of the question for larger groups to adopt the same practice. 
It is the system adopted in a number of English hospitals (see paragraph 13) 
including Guy’s Hospital. A senior clinician might well in certain circum- 
stances be prepared to reduce his clinical work and to spend a certain amount 
of his time on administrative work. This would ensure that the “ Superin- 
tendent ” would be a man of standing in the hospital who understood its 
tradition and problems and would be able thoroughly to appreciate the point 
of view of the medical staff. 

2. An arrangement with the local authority hy which there is a combined post 
of medical superintendent and medical officer of health. 

This is probably appropriate only to the remote areas of this country where 
the volume of work in the two spheres can successfully be undertaken by one 
man. Where it is practicable, it has the double advantage of providing a 
medical superintendent for the hospitals and securing close collaboration 
between hospital and local authority services. 

VII. Functions of medical superintendents 

33. We consider the following to be the functions of an administrative medical 
superintendent in those hospitals where one is employed. They would also be 
appropriate to a clinician acting as part-time medical superintendent: — 

1 . He ought to be in a position to advise the Board about the most effective 
use of the hospital resources, e.g., the allocation of limited funds to new 
developments in clinical departments. Nevertheless the Medical Staff Com- 
mittee ought to be increasingly regarded as at least an equally important 
source of advice as the medical superintendent. (See paragraph 58 which deals 
more fully with Medical Staff Committees.) 

2. General supervision of the junior medical staff, pharmacy and medical 
auxiliaries. 

3. Supervision and organisation of the out-patient department. 
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4. Advice on hospital planning, furnishings and equipment. The Medical 
Staff Committee ought also to have a major interest in these questions. 

5 Liaison with administrative officers of the Regional Hospital Board, 
Medical Officers of Health and general practitioners in the area to ensure 
integration of hospital services with other health services. 

6. In teaching hospitals, co-operation with the Dean of the Faculty of 
Medicine about the provision of teaching facilities. 

7. Although there are other departments of a hospital of which he is not in 
charge or responsible to the Board, he ought to be a co-ordinator of all 
activities within the hospital. We appreciate that this may seem to lack 
definition and leave room for doubt and disagreement; but we think further 
elaboration of this can be left to the good sense of the senior officers. 

34. It has been suggested to us that all “ managerial ” duties in the hospital 
(including in particular ultimate supervision of all staff) should be the responsi- 
bility of the medical superintendent. We do not accept this. As has been indicated 
earlier in this report, we think it important that a lay administrator should be 
responsible (to the Board not the medical superintendent) for those departments 
of the hospital in which the lay interest predominates. What these departments 
are may vary according to local circumstances; but we do not think it desirable 
that a medical superintendent in carrying out the functions listed above should 
be responsible for example for gardens, porters, maintenance staff or laundry 
though he may be concerned with these services from time to time as an aspect ol 
his co-ordinating responsibility as described in item 7 in the above paragi aph. 

35. We have deliberately made no mention in the above list of functions of any 
responsibility for nursing services. At present, in most general hospitals m 
Scotland where medical superintendents are employed, it seems that they are 
regarded as responsible to the Board for the nursing services; and matrons are 
regarded as members of the medical superintendents’ staff. This is a matter in 
which we do not think traditional Scottish practice should be continued. The 
matron should in the future be the officer responsible to the Board for nursing 
matters but she should look to the medical superintendent for guidance and 
advice. The medical superintendent must obviously be concerned with nursing 
questions since nursing is very closely related to the treatment of patients and he 
has an interest in all administrative aspects of treatment. But that concern can 
best be expressed through a working partnership with the matron founded on 
mutual understanding and co-operation rather than through formal responsi- 
bility for nursing questions being laid upon him. 



VIII. Recruitment and training of medical superintendents 

Recruitment. 

36. Those now employed as medical superintendents and deputy medical 
superintendents in Scottish hospitals have been recruited from a variety of 
previous types of medical employment, e.g., the Armed Forces, Colonial 
Medical Service, Indian Medical Service and local health authorities. Others 
have spent most of their careers in medical administrative work in what are now 
ex-voluntary hospitals; and a few have come from clinical practice. 

37. There are at least two reasons to suppose that the field of recruitment has 
narrowed: — 
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(a) many were recruited when employment as a medical superintendent of a 
large hospital was financially more attractive than at present; 

(b) others gained their experience in fields either closed altogether (e.g., the 
Indian Medical Service) or from which a transition to the hospital field may be 
increasingly difficult (e.g., local health authorities). 

38. The effect of our recommendations, if followed, would be the continued 
employment of medical superintendents in a considerable number of hospitals 
in Scotland. It cannot be expected in present conditions that the kind of men 
required will come forward unless there is a fairly radical change in recruitment 
policy. 

39. There seems to us to be two principal factors which have a bearing on 
future recruitment 

(1) the extent to which medical administration is seen to offer a satisfying 
job and an attractive career structure; 

(2) the salaries offered. 

40. We consider that it would increase the attractions of a career in medical 
administration if a man could look beyond even the medical superintendent post 
of a major teaching hospital as the culmination of his career. We suggest that 
medical administrative posts at Board of Management, Regional Board and 
Department of Health levels should be considered together even more than at 
present as a single career group. Increasingly men should move from one level to 
another to posts of greater responsibility. Some men whose interests and capacity 
may not be satisfied with a lifetime spent at hospital level may well be attracted 
to medical administration if this is seen to comprehend senior posts of wide 
responsibility at higher levels. 

41. It is not for us to determine exactly how this wider concept of hospital 
administration generally might become a reality. It is perhaps too radical to 
visualise a single hospital medical administrative service to which men would be 
recruited as, say, to the Civil Service, not to individual posts: but there are no 
doubt many other possible ways in which some degree of fusion could take 
place. We firmly believe that some greater linkage than at present is required so 
that men may be presented with a broader career structure — and that medical 
administrators at each level may have a greater appreciation of the general 
problems affecting those at other levels. 

42. The second point, i.e., the salaries to be paid to medical superintendents, is 
a very important one. It is the practically unanimous view of all who support the 
continuation of medical superintendents that their salaries should be increased. 
There are at least two arguments for this:— 

(1) in view of the salaries paid to clinicians it will be very difficult to attrac 
able medical graduates to medical administrative posts if they can earn at 
hospital level nothing more than £2,260 per annum. This is the maximum 
point on the salary scale paid to the holders of the three top posts. The 
majority of medical superintendents in Scotland cannot earn more than £1,950 
per annum. (See Appendix B). 

(2) Since a medical superintendent’s salary is at present a good deal lower 
than a consultant’s salary, the implication is that he is not such an important 
person in the hospital. He therefore cannot wield the influence he should. 
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43. We do not consider there is much force in the second argument. The 
influence a man wields in the hospital ultimately depends on his ability and 
personality, not his salary. The first argument is a very real one. 

44. We recognise that increased salaries for medical superintendents might 
cause complications and repercussions in other fields. It might be objected, 
moreover, that it is difficult to argue in favour of higher salaries m view of the 
complete absence of medical superintendent posts in most hospitals in the 
United Kingdom, and also in view of our recommendation (paragraph 34 above) 
that certain duties (which in some hospitals seem to be undertaken at present by 
medical superintendents) should be entrusted to lay-officers. 

45. We would answer the first objection by referring to the argument used 
earlier in this report to the effect that medical superintendents could make a con- 
siderable contribution to the integration of the Health Services and would thus 
have increased responsibilities. On the second, we would suggest — and current 
official policy as set out in the Department of Health memorandum R.H.B.(S) 
(48)8 seems to confirm this— that the duties in question are not properly the 
responsibility of the medical superintendent even at present. They do not, there- 
fore, have any relevance to arguments about the need for higher salaries for work 
which is proper to medical superintendents. 

46. It is not for us to enter into detailed discussion of salaries. We recognise the 
difficulties inherent in any increases for medical superintendents and we do not 
wish to minimise them. But we can only record our conclusion that if medical 
administration is to be effective it must recruit the right kind of people; and to 
attract these people it is necessary to face the facts of the current medical salaries 
situation and pay substantially higher salaries than at present so that medical 
superintendents in the higher groups are paid amounts broadly comparable to 
those paid to consultants. 

47. We have considered whether it would be possible to draw up a more or less 
ideal pattern of experience to be required of a man before he enters medical 
administration. In view of the relatively small number of posts, and the import- 
ance of personal qualities in a medical administrator, we do not think any rigid 
pattern is desirable. Hospital authorities should appoint able and suitable men, 
whatever their clinical and administrative background. (This is not to say that 
training is not valuable aud important — see the following section.) 

48. Subject to this and presuming that some kind of normal pattern should be 
followed by the man who, from a comparatively early stage in his medical career, 
shows an interest in medical administration, we think that before taking up a 
medical administrative post (even of the most junior kind) he should have spent 
about three years gaining clinical experience in hospital. Any additional clinical 
experience in other fields would also be of value. This means that he would enter 
his first administrative post some time in his early 30s. 



iraiumg. . 

49. The total number of medical administrative posts m Scotland, counting 
those at Regional Board and Board of Management level is at present 54. In a 
group of this size allowing for each man spending about 25-30 years in the 
group there might be on average about two vacancies per year for new entrants. 
It must be remembered that in view of the absence of medical superintendents in 
England, there is a very strong possibility that a number of successful candidates 
for posts with Regional Boards in England may come from the Scottish hospital 
service. Even allowing for this, the number of annual vacancies for new entrants 
to the Scottish hospital service is unlikely to be more on average than about 3. 
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This very small number of annual vacancies makes it difficult to visualise any 
comprehensive training scheme specially for potential hospital medical adminis- 
trators. It seems desirable none-the-less to visualise some kind of general pattern 
which should be followed in future by men who some years after graduation 
decide to follow such a career. 

50. The training should be composed of two parts — some form of apprentice- 
ship, or training “ on the job and some form of systematic training suited to 

the needs of medical administration. On the whole the first element seems more 
important since administrative ability tends to grow out of experience in 
handling administrative problems rather than in the assimilation of theoretical 
knowledge. 

51. At present there are 9 posts of deputy medical superintendent in Scottish 
hospitals. Since one would expect the holders of these posts to remain in them 
for a reasonable period of years, they are insufficient to meet the needs of three 
new entrants a year — presuming the new entrants went first to a post at hospital 
level as we think they should. One possibility of dealing with this difficulty is to 
create more deputy posts, but we consider that there is a better case for the 
creation of a new group of posts which are specifically trainee posts at a number 
of the major teaching hospitals (the number, which could be quite small, would 
have to be carefully adjusted so as to avoid the danger of having numbers of 
trainees for whom no senior posts were likely to be available). They should be in 
addition to the deputy medical superintendent post if one exists at present. These 
training posts would be occupied by men who had either decided on medical 
administration as a career or at least were attracted by the possibility of such a 
career. We do not consider it desirable to specify the number of years which a 
man should spend in one of these posts since much depends on the number of 
vacancies occurring in medical administration generally at any given time. It is 
possible that an individual eminently suited for a career in medical adminis- 
tration may have to remain in one of these posts for a rather longer period than 
what would be regarded theoretically as the normal period owing to a temporary 
lack of vacancies in the medical administrative field resulting from retiral, resig- 
nation or death. 

52. The numbers again make it impossible to consider any diploma in medical 
administration. The existing D.P.H. could however be a very useful background 
training for medical superintendents since it would give them a good general 
understanding of social medicine and administrative methods. There is we under- 
stand enough flexibility in the D.P.H. syllabus to make it possible for one or 
more medical schools to include special classes for intending medical adminis- 
trators of hospitals ; and we would hope that this will be done. 

53. If the possession of the D.P.H. were regarded as a normal qualification for 
entry into medical administration it would provide a larger pool from which to 
draw possible candidates. A man might decide to embark on some form of 
medical administrative work without deciding whether it ought to be in the local 
authority or the hospital field. During his study for the D.P.H. the openings and 
attractions of hospital work might become apparent to him. In view of our 
general principle of appointing a first rate man whatever his training and 
experience, we do not consider there should be any requirement on future 
medical superintendents to obtain a D.P.H. before entry to an administrative 
post in hospital. 

IX. Medical Staff Committees 

54. At present in Scottish hospitals and groups there is a great variety of 
practice regarding the constitution and functions of Medical Staff Committees. 
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(These, of course, must not be confused with Medical Committees of Boards of 
Management.) In particular there are wide differences regarding the extent to 
which the views of the Medical Staff Committees are taken into account by 
Boards in major questions concerning the work of the hospitals. While some 
hospitals have an active staff organisation and effective arrangements for con- 
sultation between it and the Board, they seem to be in the minority. We consider 
that in general the position is unsatisfactory (a) in relation to the staff organis- 
ation itself and, (b) in the extent to which it is consulted by the Board. 

55. The causes of this situation are fairly complex. It is not necessarily that 
Boards are reluctant to give attention to the views of the staff. In many hospitals 
the staff organisation seems to meet infrequently and to lack vitality. Moreover 
the existence of the medical superintendent as has already been pointed out, has 
been thought to avoid the need, quite apparent in England, for having an effec- 
tive expression of view from the medical staff. It might seem, therefore, that in 
some hospitals at least, events have followed a vicious circle. Because the staff 
seem ill organised or reluctant to express a considered responsible view, Boards 
have not been particularly anxious to consult them ; and because Boards have 
shown no anxiety to consult them the staffs have had no incentive to organise 
themselves into an effective and responsible body. 

56. It is possible to conceive a staff organisation which concerns itself only 
with the well-being of the staff, and does not presume to take any interest in the 
general running of the hospital. While there is no reason at all to object to staff 
activities of this restricted kind it seems to us very desirable that senior clinical 
staff working in a hospital should have an interest in the general development 
and organisation of the hospital and that their views should be taken into 
account by the governing body. 

57. We have already pointed out that to some extent the function of a Medical 
Staff Committee as adviser to the Board may appear to conflict with those of a 
medical superintendent as adviser to the Board. Hitherto conflict of this kind — -at 
least overt conflict of advice from two sources in contrary terms — has been 
largely avoided by any views held by the staff being channelled to the Board 
through the medical superintendent. He has thus preserved his position of 
principal adviser to the Board except, of course, where individual members of 
the staff have attended the Board or one of its committees to deal with particular 
points concerning their departments. In the latter circumstance moreover, these 
members have not normally been presenting a general medical staff view; but 
have been in the position almost of senior employees called in to give technical 
advice to the managing body. 

58. As we have indicated earlier in the report we do not think that on major 
questions of policy or on questions of allocating limited funds for various com- 
peting needs in the hospital, final reliance should be placed on the views of one 
medical man. It seems much more healthy to invite the staff’s views on these 
questions, to consider them and also to consider the medical superintendent’s 
comments on the same subjects. This use of a Staff Committee seems a logical 
development in running a modern hospital group. When conflicting advice is 
offered it will be for the Board to make up its own mind after full consideration. 

59. We are asked in our remit to consider the constitution of Medical Staff 
Committees. It would be difficult to lay down a pattern which would apply 
universally: and in any case it seems fundamental that the constitution of these 
committees is a matter for the staff themselves. The following general principles 
seem worthy of consideration: — 

1. All consultants and S.H.M.Os., should be members. 
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2. In large hospitals there should be some form of Executive Committee 
elected by the Medical Staff Committee. 

3. If there is a medical superintendent in the hospital he should attend 
meetings of the Medical Staff Committee and its Executive Committee. (It 
might be objected that, if the Medical Staff Committee is to be encouraged to 
express views independently of those of the medical superintendent, he should 
not be present at their deliberations. We think, however, that the balance of 
advantage lies in having at meetings of the Medical Staff Committee the man 
who might be expected to have the comprehensive information which would 
be useful to the Committee in reaching its view.) 

4. There may be a case in some groups for both a group Medical Staff 
Committee and Medical Staff Committees of individual hospitals. Local 
circumstances must clearly decide. 

60. The functions of a Medical Staff Committee should, we suggest, be of three 
kinds — first, to be available for consultation by the Board; second, to advise and 
make representations to the Board on the various aspects of the work of the 
hospital ; third, to protect and foster the interests of the staff. 

61. In our visits we encountered various arrangements for medical staff repre- 
sentatives to be co-opted to committees of Boards of Management; and these 
arrangements seem to work well. This is certainly one effective means of obtain- 
ing the views of members of the staff on problems being considered by the 
Board. Where members of the staff are co-opted in this way, however, they tend 
to speak as individuals not as representatives of the whole body of the staff. 
While, therefore, we consider that these arrangements for co-option should 
continue wherever they are found to work well — and may be extended to other 
hospitals with advantage — they should not be regarded as a substitute for 
consultation with an active Medical Staff Committee. 

62. The Committee, we believe, should have direct access to the Board of 
Management i.e., it should be able to present its views other than through the 
medical superintendent. By direct access we mean normally access by letter or 
memorandum though it would be expected that from time to time on important 
issues the staff would want to meet the Board and the Board to meet the staff. 

X. Summary of recommendations 

1. So far as medical superintendents are concerned, the report deals only with 
administrative medical superintendents, i.e., it does not deal, for example, with 
physician superintendents of mental hospitals and sanatoria. 

2. We consider that any departure from the traditional Scottish practice of 
appointing full-time medical superintendents in general hospitals would be to the 
disadvantage of the hospital service (paragraph 29). 

3. Boards of Management who do not wish to employ such medical superin- 
tendents should consider the introduction of one of the following arrangements if 
they do not have anything similar at present : — 

(a) the appointment of a senior clinician as part-time medical superin- 
tendent; 

(b) the appointment in co-operation with the local authority, of a single 
individual to act jointly as Medical Officer of Health and medical superin- 
tendent of the hospital group. 
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4. The functions of medical superintendents are set out in paragraph 33 of the 
report. Although there is a considerable number of the departments of a hospital 
over which the medical superintendent should have no direct responsibility, he 
ought to be co-ordinator of all activities within the hospital. 

5. In order to provide a satisfactory career structure for medical administrators 
in hospitals, the idea that posts at Department of Health, Regional Board and 
Board of Management level form a single group should be given some form of 
practical expression, (paragraph 40-41). 

6. The salaries of medical superintendents in hospitals should be increased so 
that the amounts paid to the holders of the posts of greatest responsibility 
compare broadly with the salaries paid to consultants, (paragraphs 42-46). 

7. There should be no fixed pattern of systematic training for medical adminis- 
trators, but they should be encouraged to take the D.P.H. (paragraphs 49-52). 

8. A number of trainee medical administrative posts— in addition to any 
deputy medical administrative posts — should be established at large hospitals. 
These would be filled for a relatively short period of years by men who propose 
to make a career in medical administration, (paragraph 51). 

9. Boards of Management should look not only to medical superintendents but 
also to Medical Staff Committees for advice on the medical aspects of policy 
questions, (paragraph 58). 

10. Medical Staff Committees should have direct access to Boards of Manage- 
ment. (paragraph 62). 



We list in Appendices C to E the bodies who submitted evidence. We should 
also like to express our gratitude to the many individual witnesses who helped us 
in our task. 

In conclusion we wish to express our appreciation of the valuable assistance 
we have received from our able Secretary, Mr. J. B. Hume. His devotion to duty 
and his intimate knowledge of the problems that were before us helped our 
deliberations greatly; his skill in drafting considerably eased our cask of prepar- 
ing a final report. We wish also to thank his assistant, Miss J. M. Macgregor for 
the help she gave in connection with our visits to hospitals and in many other 
ways. 



GEORGE H. HENDERSON 
Chairman 

on behalf of the Sub-Committee. 



Department of Health for Scotland, 
St. Andrew’s House, 

Edinburgh, 1. 
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APPENDIX A 



A note on the 1952 Report on Medical Superintendents and the events 
leading up to the appointment of the Sub-Committee 

1 . At their meeting on 21st March, 1951 , the Standing Advisory Committee were invited by 
the Department to comment on the draft departmental memorandum on medical adminis- 
tration in hospitals. This memorandum dealt with the duties of the medical superintendent 
and his position in relation to other officers. The committee decided it would be inapproriate 
to give their considered view on the memorandum without a sub-committee examining the 
question. Accordingly a sub-committee was appointed with the remit: — 

“ To consider and report on the future duties, responsibilities and status of medical 
superintendents within Scottish hospitals with particular reference to the Depart- 
ment of Health’s draft memorandum on medical administration in hospitals.” 

The report of the sub-committee was adopted by the committee on 3rd April, 1952. It was 
sent to the Scottish Health Services Council who made no comments on it at their 
meeting on 28th May of that year. 

2. The report was then forwarded to the Secretary of State. He decided not to publish it nor 
to issue the departmental memorandum which had given rise to it. A full summary of the 
report was, however, contained in the report of the Scottish Health Services Council for the 
year 1952. 

3. At a meeting of the Scottish Health Services Council on 8th December, 1954, reference 
was made to the publication in England of the report of the Committee on the Internal 
Administration of Hospitals (a committee of the Central Health Services Council). Since this 
report on the administration of hospitals in England had been published the Council agreed 
that representations should be made to the Secretary of State urging publication of the 
report of the Standing Advisory Committee made in 1952. 

4. At the next meeting of the Council (23rd February, 1955) the Secretary of State’s reply to 
the Council’s representations was given. He understood that one point the Council had in 
view was the risk that the recent English report on the Internal Administration of Hospitals 
might be thought to represent Scottish opinion on the question of medical superintendents. 
Accordingly he had taken the opportunity, in reply to a recent Question in the House of 
Commons, to make it quite clear the English report related only to England and Wales and 
no action was contemplated in Scotland. So far as concerned the detailed case on merits for 
medical superintendents in Scotland, he considered that the 1952 report, which was prepared 
after comparatively short experience of the National Health Service in operation, did not 
rehearse at any length the considerations that might be thought material to many of the 
points at issue. It did not deal at all with the difficult problems involved in recruiting and 
training medical superintendents and would not be regarded as an adequate counter to the 
closely argued English document prepared after two more years’ experience. The Secretary of 
State also informed the Council that the whole question of the structure of medical adminis- 
tration in the hospital service was under discussion between the Scottish Joint Consultants’ 
Committee and the Department and the views expressed in the Council’s 1952 report were 
being fully taken into account in these discussions. 

5. The Council decided, in the light of the Secretary of State’s reply, that there was a need 
to consider further the future place of medical administration in the hospital service as a 
whole, including the question of recruitment. It was therefore agreed that the whole matter 
should be referred to the Standing Advisory Committee on Hospital and Specialist Services. 

6. At their meeting on 18th May, the Standing Advisory Committee discussed the whole 
question. They noted that a recent development had been an informal approach to the 
Department by the Scottish Joint Consultants’ Committee inviting the Department’s 
attention to a memorandum issued by the Ministry of Health in 1953 dealing with the estab- 
lishment of medical staff committees at hospital and group level, a subject on which no 
corresponding guidance had been given in Scotland. Since the functions assigned to medical 
staff committees by the memorandum appeared very largely to be those discharged by 
medical superintendents in Scottish hospitals, the Committee recognised that the system 
advocated in the memorandum was, to some extent, an alternative to the employment of 
medical superintendents. They, therefore, decided to appoint a sub-committee to consider 
the question of employment and recruitment of medical superintendents as requested by the 
Council and to link this with a study of the place of medical staff committees in Scottish 
hospitals. We were then appointed with the terms of reference set out in paragraph 1 of this 
report. 
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APPENDIX B 



Medical Superintendent Posts in Scotland 
1 . Administrative Medical Superintendents 

There are the following Administrative Medical Superintendent posts in Scotland (figures of 



beds relate to 31st December, 1956): — 


No. of 


Total 

No. 




Hospital or 


Salary 


Hos- 


of 


Principal Hospitals 


Hospital Group 


Category 


pitals 


Beds 


( Beds in Brackets ) 


-(•Glasgow Royal Infirmary' 


| £1,950 


5 


1,800 


Royal Infirmary (918) 
Belvidere I.D.*(644) 


* Glasgow Western Inf. 


>■ x £100(3) 
| —£2,250 


5 


1,376 


Western Infirmary (639) 
Killearn Hospital (404) 


♦fEdinburgh Royal Inf. 




4 


1,480 


Royal Infirmary (1,157) 


♦f Aberdeen General 




6 


1,326 


Aberdeen Royal Infirmary 
(605) 

Woodend Hospital (400) 


* -(-Dundee General 


£1,875 
- x £100(3) 
—£2,175 


9 


1,123 


Dundee Royal Infirmary 
(534) 

Maryfield Hospital (369) 


♦Northern and Southern 
Ayrshire 




19 


2,088 


Ayrshire Central Hospital 
(472) 

Ballochmyle Hospital (301) 


♦fCounty and City of Perth' 
General 




16 


1,467 


Bridge of Earn Hospital 
(806) 

Perth Royal Infirmary (272) 


* fEdinburgh Northern 


£1,825 
x £75 
— £1,900 
< £100(2) 


5 


1,010 


Western General Hospital 
(439) 

Eastern General Hospital 
(300) 


♦fGlasgow South-Western 


—£2,100 


4 


1,328 


Southern General Hospital 
(1,128) 


Glasgow Victoria 


’ 


3 


713 


Victoria Infirmary (503) 


"'Paisley and District 
fStobhill 




11 

1 


1,188 

1,373 


Royal Alexandra Infirmary 
(617) 


♦Aberdeen Special 




10 


856 


Aberdeen City Hospital 
(254) 

Aberdeen Sick Children’s 
(193) 


♦Vale of Leven and 
Glasgow Children’s 




4 


607 


Royal Hospital for Sick 
Children (312) 


♦Angus, Stracathro and 
Brechin 




11 


1,292 


Stracathro Hospital (676) 


♦East Fife 

Eastern and Western 


£1,700 
x £75(2) 
>—£1,850 x 


10 


591 


Cameron I.D. (162) 
Victoria Hospital (113) 


District, Glasgow 


£100 

—£1,950 


3 


1,177 


Foresthall Hospital (640) 


♦Falkirk and District 


5 


620 


Falkirk Royal Infirmary 
(270) 

Raigmore Hospital (408) 
Royal Northern Infirmary 
(222) 

Law Hospital (790) 


♦f Inverness 




4 


789 


♦South Lanarkshire (Law), 




6 


1,015 


"Scottish Borders 1 


£1,700 
x £75(2) 


17 


638 


Peel Hospital (220) 


♦Stirling and 
Clackmannan 


— £1,850 
x £100 
— £1,950 


9 


812 


Stirling Royal Infirmary 
(284) 
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Hospital or 
Hospital Group 
Edinburgh Central 



♦Edinburgh Southern 



♦Glasgow Maternity and 
Women’s 



♦East Lothian 

Glasgow Eye Infirmary 
and E.N.T. Hospital 



Total 

No. of No. 
Salary Hos- of 

Category pitals Beds 

5 521 

£1,600 
x £50(3) 

—£1,750 5 507 

x £75 
— £1,825 

3 454 



£1,500 

£50(4) 2 226 

—£1,700 



Principal Hospitals 
( Beds in Brackets) 
Royal Hospital for Sick 
Children (212) 

Princess Margaret Rose 
Hospital (170) 

Longmore Hospital (145) 
Deaconess Hospital (96) 

Royal Maternity and 
Women’s Hospital (195) 
Royal Samaritan Hospital 
(189) 

East Fortune Hospital (350) 



Eye Infirmary (1 1 3) 

E.N.T. Hospital (113) 
b ,?P S * S mar ked * are officially known as Group Medical Superintendent posts. 

2. There are Deputy Administrative Medical Superintendent posts at the nine 
hospitals marked f 



Creation of posts. 

It is for Boards of Management in consultation as necessary with Regional Hospital 
Boards to decide whether the circumstances of a particular hospital or group of hospitals 
require the appointment of an administrative medical superintendent. Almost all the above 
posts however existed before 5th July, 1948. 

Salaries. 

Medical Committee B of the Whitley Council for the National Health Service determines 
salaries for all medical staff employed in hospitals in England and Wales as well as Scotland. 
So far as medical superintendents in Scotland are concerned however, the function of the 
Committee is limited to determining the upper and lower points within which salary scales 
for particular posts may be fixed. It is left to a Sub-Committee of the Scottish Advisory Com- 
mittee to fix the actual salaries of particular posts within these limits. 

The Sub-Committee have established six salary categories as set out above, and posts are 
placed in these categories according to the degree of responsibility attached to them. Not all 
the posts in the given category are necessarily of equal responsibility; the categories repre- 
sent broad bands of responsibility within which are grouped posts which are closer to each 
other in responsibility than to any post in another category. 

In placing posts the Committee take into account a number of factors such as figures of 
beds and out-patients, the number of specialist departments in the hospital and so on. The 
movement of posts between one category and another as responsibilities increase or decrease 
is left to the Sub-Committee to decide, only formal approval of Medical Committee B being 
necessary. 

A deputy medical superintendent is paid two-thirds of the salary of the appropriate 
medical superintendent. 



2. There are two other groups of Medical Superintendents of general hospitals : — 

(a) doctors who are clinicians and paid as such but who act formally or informally as 
medical superintendents of individual hospitals or of groups of hospitals. These posts are: — 

Hospital or Hospitals 

Clinical grading of the for which he is responsible 

Region Medical Superintendent {Beds in brackets) 

Northern . . . . S.H.M.O. Ross Memorial Hospital, 

Dingwall (45) 

County Hospital, Invergordon 
.(131) 

Nicolson Mackenzie Hospital, 
Strath peffer (15) 

Cromarty Cottage Hospital, 
Cromarty (10) 



Consultant Belford Hospital, Fort William 

(32) 



S.H.M.O. 
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Region 



South-Eastern . . 



Medical Officer 
of Health 
S.H.M.O. 



S.H.M.O. 



S.H.M.O. 
Consultant * 



Hospitals for which he 
is responsible 
( Beds in brackets ) 
Mackinnon Memorial Hospital, 
Broadford (10) 



Edenhall Hospital, Musselburgh 
(228) 

Astley Ainslie Hospital (242) 



Dunfermline and West Fife 
Hospital (117) 

Northern Hospital (101) 
Maternity Hospital (56) 

W. Fife I.D. Hospital (140) 
Bandrum Children’s Home (32) 



Western 



Consultant 

Consultant 

Consultant 

Consultant 



Hairmyres Hospital, East Kilbride 
(760) 

Homoeopathic Hospital, 

Glasgow (30) 

County Hospital, 

Stonehouse (500) 

West Highland Hospital, 

Oban (45) 



* Acts as group medical superintendent and is , assisted by three clinicians 

In addition at a large number of “ cottage ” hospitals, particularly in the Northern and 
North-Eastern Regions, general practitioners are responsible for the medical administrative 
supervision of the hospital. No special payment is made for this work. 

(b) Medical Officers of Health who hold joint appointments with a Regional Board and a 
local authority and whose duties include acting as medical superintendents of certain 
hospitals. The Regional Board pays a contribution towards the officer s salary to the local 
authority. These are: — 



Northern 



North-Eastern . . 



Medical Officer of Health, 
Sutherland County 



Medical Officer of Health, 
Caithness County 



Medical Officer of Health, 
Orkney 

Medical Officer of Health, 
Shetland 



Swordale Hospital, Bonar Bridge 
(40) 

Cambusavie Hospital, The Mound 
(37) 

Lawson Memorial Flospital, 
Golspie (28) 

General Pope Hospital, Helmsdale 

( 4 ) 

Wick Town and County Hospital 
(23) 

Henderson Memorial Hospital, 
Wick (10) 

Dunbar Hospital, Thurso (31) 
Bignold Hospital, Wick (25) 
Balfour Hospital, Kirkwall (56) 
Eastbank Sanatorium and I.D. 
Hospital, Kirkwall (56) 

Gilbert Bain Hospital, Lerwick 
(33) 

Maternity Hospital, Midgarth (12) 
Zetland County Isolation 
Hospital, Lerwick (22) 

Zetland County Sanatorium, 
Lerwick (23) 

Brevilc Hospital, Lerwick (50) 



APPENDIX C 

Memoranda submitted by professional associations 
We wish to thank the following professional associations for submitting memoranda and 
sending representatives to discuss the contents of this memoranda with us - 

The Scottish Committee of the British Medical Association and the Joint Consultants 
Committee (Scotland). 

The Scottish Association of Medical Administrators. 

The Association of Scottish Hospital Matrons. 

The Institute of Hospital Administrators. 
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APPENDIX D 



Memoranda from Hospital Boards 

We wish to thank the following hospital Boards for submitting memoranda to us : — 



Northern Region 
Northern Regional Hospital Board 



North-Eastern Region 
North-Eastern Regional Hospital Board 
Aberdeen General Hospitals 
Aberdeen Special Hospitals 
East Aberdeenshire Hospitals 
Kincardine Hospitals 
Lower Banffshire Hospitals 
Moray Hospitals 



Eastern Region 
Eastern Regional Hospital Board 
Dundee Dental Hospital 
Dundee General Hospitals 
Perthshire General Hospitals 
Stracathro and Brechin Hospitals 



South-Eastern Region 
Astley Ainslie, Edenhall and Associated 
Hospitals 

Dingleton Mental Hospital 
East Fife Hospitals 
Edinburgh Central Hospitals 
Edinburgh Northern Hospitals 
Royal Infirmary of Edinburgh and 
Associated Hospitals 
Scottish Borders Hospitals 

Western Region 

Western Regional Hospital Board 
Dunbartonshire Hospitals 
Dunoon Hospitals 

Glasgow and District Children’s Hospital 
Glasgow Northern Hospitals 
Glasgow South-Western Hospitals 
Glasgow Victoria Hospitals 
Greenock and District Hospitals 
Southern Ayrshire Hospitals 
Southern Lanarkshire Hospitals 
Stirling and Clackmannan Hospitals 



APPENDIX E 



Visits to Hospitals and Hospital Boards 

We visited the following hospitals and hospital boards and wish to thank the authorities 
concerned for the courtesy which they showed and the information and views which they 
put to us: — 

English Hospitals 

Bristol Royal Infirmary 
Central Middlesex Hospital 
Guy’s Hospital, London 
Hackney Hospital, London 
Lewisham Hospital, London 
Manchester Royal Infirmary 
Middlesex Hospital, London 
Nottingham City Hospital 
Royal Victoria Infirmary, Newcastle 
St. Alfeges’ Hospital, Greenwich 
St. George’s Hospital, London 

Scottish Hospitals and Hospital Boards 
Aberdeen Royal Infirmary 
Dumfries Royal Infirmary 
Edinburgh Royal Infirmary 
Glasgow Royal Infirmary 
Law Hospital, Carluke 

Dundee General Hospitals Board of Management at Dundee Royal Infirmary 
Glasgow South-West Hospitals Board of Management at Southern General Hospital, 
Glasgow 

West Fife Hospitals Board of Management at Dunfermline and West Fife Hospital 

North-Eastern Regional Hospital Board 
Eastern Regional Hospital Board. 
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